Study Objectives: Reliance on emergency departments (ED) for mental health conditions has led to concerns about access to care for patients with mental health disorders and strain on already crowded EDs. The objective of this study was to describe recent trends in mental health ED visits for patients of different ages.
Methods: This is a retrospective analysis of ED visits using National Hospital Ambulatory Medical Care Survey (NHAMCS) data. NHAMCS generates nationally representative annual estimates of ambulatory care visits to general, nonfederal, shortstay US hospitals.
We calculated the proportion of ED visits from [2009] [2010] [2011] [2012] [2013] [2014] [2015] in which 1 of the first 3 discharge diagnoses was a mental health or substance abuse diagnoses as defined by the Healthcare Cost and Utilization Project's Clinical Classifications Software categorization scheme. The following diagnoses were excluded: developmental disorders, delirium, dementia, amnestic and other cognitive disorders, fetal/newborn complications of alcohol and substance abuse and chronic medical complications of alcohol abuse. ED length of stay (LOS) and the proportion of mental health ED visits resulting in inpatient care (admission, observation or transfer) were also calculated. We examined time trends of the survey data estimates using linear regression models.
Results: Mental health ED visits for pediatric patients (<18 years of age) increased from 699,677 visits in 2009 to 1,095,313 visits in 2015 (56.5% increase). Adult mental health ED visits increased from 7.1 million in 2009 to 10 million in 2015 (40.8% increase).
Encounters with a mental health discharge diagnosis rose from 2.1% of pediatric ED visits in 2009 to 3.4% of visits in 2015 (p¼0.006). For adults, the proportion of ED visits with a mental health discharge diagnosis rose from 6.9% in 2009 to 9.9% in 2015 (p<0.001). In 2015, over 10% of visits in 15-64 year olds and 8.9% of visits in 10-14 year olds resulted in a mental health discharge diagnosis. Time trends for pediatric and adult age groups are presented in Figure 1 .
During this period, the proportion of ED mental health visits resulting in inpatient care declined from 29.8% to 20.4% (-2.3% per year, p¼0.004). ED LOS for patients receiving inpatient care increased from 401 to 528 minutes (31.7% increase, +28.6 minutes per year, p¼0.006) while ED LOS for discharged patients average 259.5 minutes and was not significantly changed over the analysis period (0.660).
Conclusions: Mental health ED visits are rising, in total number and as a proportion of all ED visits for adult and pediatric populations. ED LOS for patients requiring inpatient care are likewise increasing. Together, these factors likely contribute to overall ED crowding and stress ED operations. In addition, patients with mental health diagnoses spend prolonged periods in EDs that may not be able to deliver specialized mental health services. Alternative models of care for acute mental health care needs should be evaluated to provide more timely care and reduce the challenge to general ED operations. Methods: Descriptions of all EMTALA-related CMP settlements from 2002 to April of 2018 were obtained from the OIG. Settlements related to psychiatric conditions were identified by inclusion of key words/stems including psych-, depress-, suicidal, mentally ill, emotional distress, overdose in the CMP descriptions. Characteristics of settlements involving EMTALA violations related to psychiatric conditions were described including settlement date, location, amount, and the nature of the allegation.
Results: Of 229 CMPs during the study period, 44 (19%) were related to psychiatric emergencies. Of the 44 CMPs related to psychiatric emergencies, 18 (41%) occurred in CMS Region IV, including 9 (50%) in Florida and 6 (33%) in North Carolina. Region VII accounted for 9 (20%) of CMPs related to psychiatric emergencies with 7 (78%) of these fines imposed upon Missouri hospitals. Average CMPs related to psychiatric emergencies have increased in recent years particularly in comparison to CMPs not related to psychiatric conditions (Figure 1 ). The average fine for psychiatric-related CMPs was $85,488, significantly higher than the average fine for non-psychiatric related CMPs ($32,042) (p¼0.004). Of the 15 largest fines imposed for CMPs related to EMTALA violations, 9 (60%) were related to psychiatric conditions. The 3 largest CMPs related to EMTALA violations during the study period were all related to psychiatric cases and occurred in recent years including settlements for $360,000 in 2016, $1,295,000 in 2017, for $200,000 in 2018. Each of these cases involved several patients and fairly egregious violations of the EMTALA law. By comparison, the largest CMP related to an EMTALA violation for a non-psychiatric case was for $170,000.
Conclusions: Nearly 1 in 5 CMP settlements related to EMTALA violations involved psychiatric emergencies. CMP settlements related to psychiatric conditions concentrate in 2 of the 10 CMS regions (IV and VII), with half of all settlements occurring in 3 states (Florida, North Carolina and Missouri) within those regions. Further research is needed to determine if the high rates of fines in these regions reflect inadequate psychiatric emergency care or enhanced enforcement in these regions. Average financial penalties related to psychiatric emergencies were over twice as high as penalties for non-psychiatric complaints. Several recent large penalties related to violations of the EMTALA law for patients with psychiatric emergencies suggest that there is considerable room to improve access to and quality of care for patients with psychiatric emergencies.
Study Objectives: To complete a systematic review and meta-analysis on the frequency of endotracheal intubation among out-of-hospital and emergency department (ED) patients receiving ketamine for acute agitated delirium.
Methods: We searched MEDLINE, Embase, CINAHL, Web of Science, and clinical trial registries using search terms aided by a librarian. We included studies of patients receiving ketamine for agitation in the out-of-hospital or ED settings that reported subsequent endotracheal intubation as an adverse event. We identified 136 studies (excluding duplicates), and 120 studies were excluded based on the abstract alone. 16 studies underwent full review for inclusion by the authors, and 12 studies were included. GRADE methodology was used to assess the quality of the included studies.
Results: Among the 12 included studies, 527 patients were included in the analysis. 423 patients were included in the 9 out-of-hospital studies, and 104 patients were included in the 3 ED studies. All patients received ketamine via intramuscular administration. According to GRADE methodology, 7 of the out-of-hospital studies were retrospective and determined to be of low or very low quality of evidence. The 2 remaining out-of-hospital studies were prospective and determined to be of moderate quality. Among the 3 ED studies, 2 prospective studies received a rating of moderate quality while the remaining retrospective study received a rating of low quality. The pooled frequency of intubation among patients receiving ketamine sedation in both settings was 18.5% (159/527) (95% CI 9.7 -32.0). In the subgroup analysis among the patients receiving ketamine for sedation in the ED, the frequency of intubation was 1.1% (2/104) (95% CI 1.1 -7.3). The mean difference between intubation rates among the out-of-hospital and ED settings after ketamine sedation was 28.9% (95% CI 22.9 -33.5).
Conclusions: The frequency of endotracheal intubation after the use of ketamine for sedation of patients with acute agitated delirium appears to be high in the out-ofhospital and ED literature. However, when ketamine sedation is administered in the ED, the frequency of intubation is substantially lower and appears to be safe. Further studies are needed to address the disparate rate of endotracheal intubation after ketamine sedation among the out-of-hospital and ED environments. Study Objectives: Patients with mental health-related ED visits often have prolonged ED lengths of stay (LOS). As mental health ED visits are increasingly common, safely shortening LOS could benefit patients and EDs. Early discontinuation of involuntary mental health holds (holds) in appropriate patients could potentially improve ED throughput and alleviate shortage of psychiatric inpatient beds. Suicide risk, common diagnoses and need for parental involvement vary between pediatric and adult patients, and it is possible that psychiatrists who primarily treat adults practice differently than child and adolescent psychiatrists. The study objective was to determine if the probability of hold discontinuation for pediatric patients varied based on whether a child and adolescent psychiatrist or a general emergency psychiatrist performed the initial ED evaluation.
Methods: This is a retrospective study of patients on holds in a single ED from July 1, 2016 -June 30, 2017. All patients under 18 years of age with a hold initiated prior to ED arrival who presented from 3 pm-midnight weekdays and 9 am-6 pm weekends were included. These times were selected because arriving patients could be seen either by child and adolescent or general emergency psychiatry based on psychiatry service staffing.
The primary outcome of interest was hold discontinuation after initial psychiatry evaluation. Multivariate logistic regression adjusting for patient age, sex, language, hold indication, agency initiating hold, and time and day of arrival was performed.
Results: 393 patients met inclusion criteria. 186 were evaluated by 1 of 10 child and adolescent psychiatrists and 207 by 1 of 16 general emergency psychiatrists. 27.4% of holds (51/186) were discontinued after initial evaluation by a child and adolescent psychiatrist and 10.6% of holds (22/207) were discontinued after general emergency psychiatrist evaluation (p <0.001). A sensitivity analysis of patients arriving from 3 pm -7 pm weekdays and 3 pm -6 pm weekends also found that child and adolescent psychiatrists were likelier to discontinue holds than general emergency psychiatrists (p¼0.001).
After adjusting for potential confounders, holds were much more likely to be discontinued in patients evaluated by a child and adolescent psychiatrist rather than a general emergency psychiatrist (adjusted OR 3.0, 95% CI 1.6-5.7).
Conclusions: Pediatric patients had 3 times the odds of hold discontinuation if evaluated by a child and adolescent rather than a general emergency psychiatrist. While the ideal hold discontinuation rate is unknown, this variation is concerning. Involuntary treatment should be reserved for situations in which less restrictive means are not possible. As such, the odds of hold discontinuation should not vary markedly based on the subspecialty of the consulting psychiatrist.
Additionally, inpatient psychiatric beds are limited, contributing to prolonged ED LOS for patients requiring inpatient care. While lack of psychiatric beds is a multifactorial problem, reducing inappropriate use of inpatient beds for involuntary patients who could safely be treated as outpatients could alleviate this shortage.
Alternatives such as regionalization of pediatric mental health emergency care, telemedicine, and additional pediatric training for emergency psychiatrists should be investigated to reduce variation in care.
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